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Multiple Sclerosis 


(A CLINICAL REVIEW OF FIFTY-THREE AUTOPSIED CASES*) 


THOMAS G. POTTERFIELD, M.D. and CHARLES RUPP, M.D. 
Philadelphia, Pennsylvania 


The clinical diagnosis of multiple sclerosis 
is generally based on the presence of symp- 
toms and signs indicative of scattered les- 
ions of the nervous system. In the absence 
of any more specific criteria, the diagnosis 
is of necessity frequently presumptive and 
must subsequently be confirmed by the evo- 
lution of the central nervous system symp- 
toms. A review of the clinical features of a 
series of 53 cases in which the diagnosis of 
multiple sclerosis was verified at autopsy in 
the laboratory of Neuropathology at the 
Philadelphia General Hospital, therefore, 
seemed worthy of interest, particularly in 
respect to early manifestations of the disease. 


Sex, Race and Age Incidence: 


In this series multiple sclerosis occurred 
relatively more frequently in women, 33 pa- 
tients being female, 20 male. The incidence 
was significantly less in negroes, only 6 pa- 
tients being colored while 47 were white, 
a ratio of 1 to 8. For all cases studied in the 
laboratory of Neuropathology, the racial 
ratio is 2 negroes to 3 whites. 

In respect to age, the onset occurred most 
frequently between 26 and 40 (30 cases, 57 
per cent). In four cases the onset was before 
20 while in 4 it did not occur until after 50. 





*From the Department of Neurology and the 
Laboratory of Neuropathology of the Philadel- 
phia General Hospital, Philadelphia, Pennsyl- 
vania. 


Read at a meeting of the Philadelphia Neuro- 
logical Society, November 28, 1947. 


Duration of Illness: 


Multiple sclerosis is usually considered a 
chronic disease. In 35 cases the duration from 
onset to death was between 5 to 23 years. 
In one case death occurred 10 weeks after 
the onset and in 17, within the first 5 years. 
Rarely did the symptoms progress to the 
degree where hospital care was imperative 
until the illness had been present for at least 
3 years. 


Symptomatology: 


In 11 cases the onset was abrupt, in 42 
gradual. The most frequent initial symptoms 
elicited in the 47 cases in which the history 
was considered to be relatively satisfactory 
were: 


Difficulty in locomotion ............... 40 cases 
Visual disturbamees .................485. 21 cases 
Paresthesiae or dysesthesiae ............ 21 cases 
UPSREy GHCUTWATIOES ..... 2... ee eee. 13 cases 


In 26 cases at least two of the above symp- 
toms occurred in association, almost simul- 
taneously, as the earliest manifestations. In 
4 cases transient blindness was the sole pre- 
senting symptom, and in 2, incontinence of 
urine. 

Motor disturbances characterized by dif- 
ficulty in locomotion due to weakness, stiff- 
ness or staggering developed in every case 
before death. In 40 cases the difficulty in 
locomotion was an early symptom. A positive 
Babinski sign was eventually elicited in every 
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case. In 3 cases spastic paraplegia was the 
earliest sign, and in 3, weakness of one leg, 
rapidly followed by involvement of the other, 
occurred as an early manifestation. Spastic 
quadriplegia developed in 3 cases. Hemiplegia 
was the earliest finding in 5 instances. In 
one case paralysis was limited to one arm. 
Signs indicative of a partial transverse spinal 
cord lesion occurred as a late manifestation 
in 22 cases. In these cases motor signs pre- 
dominated. Frequently, the sensory signs 
were at first transient but later became 
permanent. Absence of the abdominal re- 
flexes was noted in 24 cases. 

Visual disturbances in the form of dimness 
of vision or partial or transient blindness 
occurred in 26 cases and in 21 were one of 
the earliest symptoms. In 4 cases they were 
the sole initial symptom. Two of these cases 
had remissions lasting one and three years 
respectively. Opthalmoscopic examination 
early in the course revealed no changes in 
the disc but temporal pallor appeared later 
in 25 cases. In all but 3 cases the disc changes 
were bilateral. Two cases eventually pro- 
gressed to complete blindness. No pupillary 
abnormalities were noted early in the course 
but subsequently dilated pupils with sluggish 
or absent light response were found in 13 
cases. Nystagmus eventually appeared in 32. 
Five patients complained of diplopia. Two 
each showed an oculomotor or abducens 
palsy, and one a trochlear palsy. In 4 cases 
the extra-ocular palsy occurred in patients 
who also showed either a foot or wrist drop. 

Urinary disturbances, such as retention, 
incontinence, frequency or urgency developed 
in 31 cases. In 21 cases these disturbances 
occurred early in the course. In 2 cases the 
urinary disturbances were the only initial 
symptom and were followed by a remission 
lasting two to eight years respectively. Fecal 
incontinence occurred only as a late mani- 
festation associated with spastic paraplegia. 

Signs indicative of extra-pyramidal motor 
system involvement occurred only as late 
manifestations. Tremors of the extremities 
and head developed in nine, and incoordina- 
tion, dystonic, and choreiform movements in 
four cases. Torticollis was present in one. 

Foot drop and wrist drop were noted in 
four patients. 

Paraesthesiae and dysesthesiae were pres- 
ent in 27 cases usually occurring as an early 
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symptom (21 cases). They were referreg to 
the legs in every case. In five cases the sen- 
sory disturbances also involved the upper 
extremities and in three the face. Objective 
sensory alterations were noted in 28 cases 
Proprioceptive sensation was involved in 18 
cases and pain and temperature in 6. All 
sensory modalities were affected in 4 cages 

Mental symptoms were present in 14 Cases, 
Six showed mental deterioration and 3 path- 
ologic laughing and crying. Euphoria alone 
was conspicuous in only 3 cases. Two patients 
developed acute psychoses. One showed con- 
fusion, disorientation, and disturbed behay- 
iour, the other, delusions and hallucinations. 

Dysphagia was present in 6 cases. In 4 it 
was an early symptom, while in 2 cases it 
developed late in the course. Eight patients 
had dysarthria and 5 aphonia or dysphonia. 

Intention tremor was noted in 27 cases 
and scanning speech in 24. Charcot’s triad 
was present only in 12, always as a late 
manifestation. Convulsions occurred as a4 
late or terminal manifestation in 3 cases, 


Role of Trauma: 


Trauma was associated with the appear- 
ance of signs and symptoms of multiple 
sclerosis in 5 cases. In 2 cases paraplegia or 
hemiplegia developed within a month follow- 
ing falls. One patient developed paralysis 
immediately after “heading” a soccer ball. 
In these three cases it is possible but by no 
means proven that the trauma may have 
precipitated the onset of symptoms. In 2 
additional cases association between trauma 
and the appearance of symptoms was most 
likely coincidental since the symptoms did 
not develop until four and seven years fol- 
lowing injury. 


Effect of Pregnancy: 


Three patients developed a transient hemi- 
paresis as the first manifestation of mul- 
tiple sclerosis while pregnant. Delivery re- 
sulted in a temporary remission. In another 
case the symptoms remitted following de- 
livery, but a second pregnancy produced a 
grave exacerbation without later remission. 


Remissions: 


A history of definite remissions was ob- 
tained in 10 cases. In 9 of these the remis- 
sion was subsequent to a single early symp- 
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tom such as transient visual disturbances, 
hemiplegia, or incontinence. Remissions fol- 
lowing hemiplegia were always incomplete. 
A definite remission resulting in the patient 
peing discharged from the hospital as symp- 
tom free was observed in only one case. The 
duration of the remission noted in the 10 
cases was five months in one Case, one year 
in 2, two years in 2, three years in 2, five 
years in 2, and 6 years in one. 


Colloidal Gold Reactions: 


Colloidal Gold tests of the spinal fluid 
were performed in 36 cases. Nine showed 
negative reactions. A first zone type of curve 
was present in 17 and a mid-zone curve in 
10 cases. The spinal fluid Wassermann was 
negative in all cases. 


Discussion 


Analysis of the clinical features of this 
series of 53 cases of pathologically verified 
cases reveals that, clinically, multiple sclero- 
sis is characterized by extremely variable 
signs and symptoms indicative of lesions 
widely scattered throughout the nervous sys- 
tem. There is no universally consistent asso- 
ciation of these signs and symptoms into any 
characteristic pathognomonic constellation 
nor is there any uniformly consistent natural 
history of the disease in respect to age, sex, 
or racial incidence, acuteness or abruptness 
of onset, or presence or absence of remis- 
sions. A specific confirmatory laboratory 
test is lacking. The clinical diagnosis must 
therefore depend on the evidence of the ex- 
istence of lesions scattered throughout the 
nervous system. The signs and symptoms 
may remit for a time but eventually progress. 
While no area of the nervous system appears 
immune, the predilection of the pathologic 
process for certain areas such as the pyra- 
midal pathways, posterior columns, and the 
optic pathways causes certain symptoms and 
signs such as motor weakness, paresthesiae, 
and visual disturbances to appear much more 








Nervous SysTEM 


frequently than signs and symptoms result- 
ing from involvement of less highly vulner- 
able areas. The frequent, almost simultan- 
eous appearance of two or more of the most 
frequent initial symptoms, namely, motor 
weakness, urinary disturbances, paresthesiae 
and visual disturbances, is frequently help- 
ful in suggesting the correct clinical diag- 
nosis. In spite of the inherent difficulties, 
it is of interest how often a correct diagnosis 
is made. In all cases in this series, the clin- 
ical diagnosis of multiple sclerosis was con- 
fined pathologically. Discrepancies between 
the clinical and pathologic diagnosis occurred 
only from the failure to suspect multiple 
sclerosis clinically. 


Summary 


The clinical findings in a series of 53 path- 
ologically verified cases of multiple sclerosis 
are reviewed. Thirty-three were female, 22 
male. The disease occurred more frequently 
in whites than in negroes in a ratio of 8.1. 
The most frequent age of onset was between 
the 26th and 40th year. In 67 per cent of 
the cases, the duration of illness from onset 
to death was from 5 to 23 years. In 11 cases 
the onset was abrupt. The most common 
initial symptoms were motor weakness of 
one or both legs, visual disturbances, pares- 
thesiae and urinary disturbance. In 26 cases 
at least two of the four most frequently en- 
countered initial symptoms occurred simul- 
taneously. Signs and symptoms referable to 
almost every region of the nervous system 
occurred at some time during the course. 
Five cases gave a history of associated trauma 
to the nervous system prior to the onset of 
symptoms, but in 3, this association ap- 
peared to be entirely coincidental. Remis- 
sions occurred in 10 cases. Although there 
is no constant characteristic constellation of 
signs and symptoms or typical clinical course, 
an accurate clinical diagnosis of multiple 
sclerosis can be made in a high percentage 
of patients. 
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Surgical Results in Benign Brain Tumors’ 


JAMES GREENWOOD, JR., M.D. 
Houston, Texas 


In this scientific medical age, it is well to 
pause occasionally and take stock to determ- 
ine what we actually are accomplishing for 
the patient, not only with respect to surgical 
mortality but also from the standpoint of 
his ability to carry on in his former life 
situation. The surgical results in malignant 
brain tumors often are excellent but seldom 
sustained. In the benign group, surgical mor- 
tality is extremely important since there is 
a chance for permanent cure. On the other 
hand, if the tumor is removed successfully, 
the patient will survive and then his post- 
operative living status becomes a significant 
factor. 

In our series of slightly over 300 brain 
tumors, 97 were found to belong in the benign 
group. It is well to remember that while these 
tumors are histologically benign, or slow- 
growing, their position or infiltrating char- 
acter, together with the fact that many cases 
are brought to the surgeon very late, makes 
many of them bad risks, both from the stand- 
point of surgical mortality and the possibility 
of postoperative neurological impairment. 

Most reports in the literature are concerned 
with operative or case mortality and few have 
given the degree of recovery in surviving 
cases. The reports of Van Wagenen,! Cairns,’ 
and Davidoff? on Cushing’s cases give a good 
conception of end-results, and it is doubtful 
that these mortality rates will be reduced by 
younger neurosurgeons for some time because 
improvements in operative technique and 
method do not necessarily result in reduced 
surgical mortality, since they may make pos- 
sible a more radical attack or the possibility 
of successful surgery being done on previously 
inoperable lesions. They should result in a 
higher percentage of complete cures or longer 
life expectancy in those cases in which com- 
plete removal is impossible. 

In 1944,4 I reported the surgical mortality 
and end-results in 112 brain tumors operated 
on over a five-year period. This included all 
types of tumors. Since then, the surgical 





*Read before the Texas Neuropsychiatric Society, 
April 26, 1948. 
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mortality has been further reduced. The 


present report is concerned with the follow- 
up on benign brain tumors operated upon 
between 1935 and 1948. Wherever possible we 
have had our patients report annually. The 
results of surgery are outlined in tables which 
require little explanation. The term “slight 
disability” refers to a patient who is able to 
engage in his occupation at former efficiency, 
although there may be minor neurological] 
findings. Moderate disability would mean 
ability to continue work but at reduced ef- 
ficiency, while severe disability indicates in- 
ability to obtain employment. 
Astrocytomas: This small group was rather 
encouraging, particularly in the five cases in 
whom it was felt that complete removal was 


possible. Two had lobectomies, two had small . 


surface tumors, causing jacksonian attacks, 
which were completely removed, and one was 
the usual cerebellar cystic astrocytoma in a 
child. All of these five had no postoperative 
convulsions or disability. One patient of the 
group died at the end of three years. Five 
patients have had an occasional postopera- 
tive convulsion. 

Meningioma: This is the largest and per- 
haps the best group of the benign tumors. 


TABLE I— TUMOR 
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Meningioma __ 2 3 16 3 3 5 
AcousticNeuroma 12 2 6 2 2 0 
Astrocytoma _ 10 0 4 5 ia 
Pituitary Adenoma 13 4 3 5 1 0 
Craniopharyngioma 5 2 2 0 1:0 
Dermoid _ lr -_ ©. 3 0 & 
Ependymoma 2 O11 
Orbital Neurofibroma 2 0 2 0 0 0 
Granuloma = 5 O 4 1 060.9 
HemangioblastomaC. 2 0 2 0 0 0 
ColloidCyst == 5 12 ot 
Hemangioma 38 O01 
Osteoma CU COCO 
Cysticerous Cyst 2 0 2 0 6 
Congenital Cyst 1 0 1 0 0 0 
Unclassified 2 0 o 1 19 
TOTAL 97 12 53 20 12 128 
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Twenty were located above the tentorium and 
five below, with three surgical deaths. Two 
nave died since surgery from recurrence. Of 
the survivors, 86 per cent have obtained a 
good result, although five, or 23 per cent, 
have an occasional convulsion. There are 
several cases in the group who had convul- 
sions for one or two years, but have had none 
since. There have been no deaths in the last 
eighteen cases, although one patient has 
evidence of recurrence at this time. 

Acoustic Neuromas: There were twelve in 
this group with two surgical deaths. Three 
of the tumors were incompletely removed and 
two of these died approximately three years 
after surgery. Of the ten surviving operations, 
six had slight or no disability and four had 
moderate to severe disability. Two tumors 
were removed completely with preservation 
of the facial nerve and there were five pa- 
tients who had facial paralysis, all of whom 
received a facial anastomosis. These were 
uniformly successful. The smallness of the 
facial nerve, while adding to the difficulties 
of anastomosis, seems also to increase the 
possibility of success. 

The results in pituitary adenomas and 
craniopharyngiomas are poor and below 
average. Two of the pituitary tumors had 


TABLE II— MENINGIOMAS 
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choked discs and extended up toward the 
third ventricle making removal difficult. 
Deaths in the craniopharyngioma group were 
due to attempts at extensive removal. 

A total of five paraphyseal cysts constitutes 
a large series. The loss of the fifth case from 
a clot in the aqueduct spoiled a good surgical 
series. 


Summary and Conclusions 


Surgical results are reported in 97 benign 
brain tumors. The series is not large enough 
so that percentages mean much as far as 
the individual tumor types are concerned, 
but a good overall picture can be obtained. 

An attempt is made not only to give the 
surgical mortality but also to evaluate the 
ability of these patients to return to their 
former status. 

There is a definite correlation between 
early diagnosis and a successful surgical re- 
sult. Many of the benign tumors never pro- 
duce the classical picture of brain tumor 
with choked disc, vomiting, headache, and 
convulsions, and for this reason diagnosis 
and treatment are often delayed. Early sus- 
picion of progressive neurological signs with 


‘careful study would bring many of these 


patients to surgery earlier. 

While the results in our own series may not 
be impressive, they are perhaps representa- 
tive enough to say that patients with benign 





























































































































25 Cases Suenuens 
Cerebral 20 80 
= Se ee TABLE IV — ASTROCYTOMAS 
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Slight or no disability 16 ) 86 Surgical deaths 0 0 
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Severe disability 3 15 No disability 4 40 
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ens : Surgical deaths + 31 
Diedsince : Died since I 7 
a a tre a mad : “ Disability (due to eyesight) 
Moderate disability 2 20 ‘ rile 
Fa anata Slight or no disability 3 33 
Severe disability 2 20 igre 
i aad ca Moderate disability 5 60 
acial paralysis isabili 1 - 
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tumors may not only be cured of their dis- 
ease, but 75 per cent of them can be returned 
to a satisfactory state of living. 
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Psychologic Studies as Aids in Differential 
Diagnosis of Brucellosis and Psychoneurosis* 


HAROLD J. HARRIS, M.D. 
New York, New York 


Statement of Problem 


It has been stated!?:3 that, 1) the diagnosis 
of brucellosis cannot easily be established or 
ruled out, 2) chronic brucellosis often will 
give a text book picture of psychoneurosis, 
3) there may coexist an unrelated or related 
psychogenic or somatic illness, 4) emotional 
states may be precipitated or aggravated by 
chronic brucellosis, 5) psychic states may 
prevent recovery from chronic brucellosis, 
6) when brucellosis and psychoneurosis co- 
exist, the physician tends to attribute all 
manifestations to the neurosis, or to the 
somatic illness, depending upon whether his 
viewpoint is that of the internist or the 
psychiatrist, 7) following recovery from bru- 
cellosis the patient may attribute to that 
disease all symptoms that remain or that 
subsequently arise, because of unconscious 
unwillingness to abandon the solid ground 
furnished by a somatic illness for the less 
tangible and more onerous diagnosis of psy- 
choneurosis. 

It is felt that chronic illness such as bru- 
cellosis may allow expression of emotional 
problems by conversion and other mechan- 
isms, in persons previously reasonably well 
adjusted, perhaps because of the frustrating 
nature of the long continued illness. Once the 
neurotic manifestations have been precip- 
itated, they may persist indefinitely. Weiss* 
does not believe that chronic brucellosis 
serves aS a cause of neurosis but that it 
permits the expression of neurotic manifes- 
tations. These concepts are not very different. 





*Read before the Annual Meeting of the Amer- 
ican Psychiatric Association, May 19, 1948. 
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Removal of the permissive factor through 
treatment of the infection may be essential. 

It may be difficult to determine to what 
degree the patient is maladjusted because of 
illness or ill because of maladjustment, A 
patient with chronic brucellosis and psycho- 
neurosis may handle his neurotic problems 
better after alleviation of his somatic illness, 
Similarly, a patient may recover from chronic 
brucellosis much more readily if personality 
and situational problems are resolved. The 
“either or’ attitude in diagnosis and treat- 
ment is not adequate. What one psychiatrist 
may consider to be a slight or unimportant 
deviation from the “normal,” another may 
think to be a serious character neurosis. 
What one internist may consider to be a 
clinically unimportant Brucella allergy, per- 
sisting after recovery from infection, another 
may find to be an active illness through 
demonstration of the organism in the blood 
stream or in a localized process. 

The diagnosis of brucellosis often must be 
made in the presence of incomplete laboratory 
evidence. The diagnosis of psychoneurosis 
usually rests on clinical evaluation alone. 
New light is shed on the total illness in some 
cases by isolation of Brucella from the blood 
or tissue. For example, a patient in whom a 
definite diagnosis of brucellosis had been 
made, in the absence of cultural proof, was 
discharged from Veterans Administration 
hospitals on several occasions, each time with 
a diagnosis of anxiety neurosis (usually tinged 
with a strong suspicion of malingering). On 
her last admission, in September 1947, 4 
staff physician decided to heed the letter 
which she carried about with her stating 
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that, in the author’s opinion, she was suffer- 
ing from active brucellosis. He undertook 
still another blood culture. This time Brucella 
melitensis was isolated. Unquestionably she 
also suffered from psychoneurosis. 


Methods Employed 


An attempt to determine the importance 
of the psychogenic components in chronic 
illness such as brucellosis was begun in 1943, 
first among Navy personnel and later among 
civilians. The procedures used were: 

1) Interviews, sometimes supplemented by 

intravenous use of sodium amytal; 

2) Projective and non-projective psycho- 

logic test procedures, including: 

a) Cornell Selectee Index (Form C) and 

b) The Rorschach test, figure drawing, 
stories associated with figures, an- 
alysis of expressive movements in 
handwriting, thematic apperception 
test and, when indicated, intelligence 
testing. 

3) Correlation of the psychologic data with 

the clinical and laboratory findings; and 

4) Therapeutic trial of treatment, when 

indicated. 


Cornell Selectee Index (Form C) 


The value of the Cornell Selectee Index 
(Form C)° as an aid in psychiatric diagnosis 
was confirmed by the author®’ in the rapid 
evaluation of over 16,000 individuals during 
a 2 year period in the naval service. The 
accuracy of the method, combined with a 
short psychiatric interview, was suggested by 
the following experience: Fifty men from the 
crew of an aircraft carrier being readied for 
sea were sent to the author by the ship’s 
medical officer because of doubts concerning 
mental fitness for their assigned duties. Forty 
of the men showed evidence of psychoneu- 
rosis, psychopathy, or psychotic trends, after 
screening by the Cornell Selectee Index and 
short interviews of from 5 to 45 minutes. 
They were referred to a naval hospital for 
further observation and evaluation by more 
orthodox methods. After from 2 to 6 weeks 
of observation, the tentative diagnoses were 
confirmed in all. 


Projective Tests 


Psychologic studies, were performed on 72 
patients who had been referred with a ten- 


tative diagnosis of chronic brucellosis, usually 
because of special emotional problems, but in 
some instances as a routine measure in an 
attempt to determine what pattern, if any, 
patients with chronic brucellosis might ex- 
hibit. It was considered essential to utilize 
the help of only the expertly trained and 
experienced psychologist or psychiatrist. 

Data concerning the patient rarely was 
given to the psychologist who was to ad- 
minister and interpret the tests. Usually it 
was only said that a possible psychologic 
problem in a patient with brucellosis was to 
be evaluated. 

It was felt that narcoanalysis should be 
used only by the psychiatrist who is well 
trained and experienced in its application. 
The type of question asked or topic suggested 
to the patient for discussion is but one of 
the important technical points which dis- 
tinguish the expert from the amateur. In one 
patient, narcoanalysis was attempted by the 
author because of practical considerations. 
It was sterile, the patient blocking or main- 
taining guarded control. In another patient 
in whom the clinical and psychological study 
had indicated a severe personality disorder, 
but without overt evidence of psychosis, a 
skillfully conducted interview under intra- 
venous sodium amytal, carried out by Dr. 
Paul Hoch, brought out unmistakable evi- 
dence of auditory hallucinations and delus- 
ional thinking. 


Case Reports 


Case No. 1 illustrates coexistence of brucellosis 
and psychoneurosis, in some degree interdepend- 
ent, with marked improvement following treat- 
ment of Brucella infection.2 

A 47 year old Navy officer had been a frequent 
visitor to the dispensary, complaining of head- 
ache, diarrhea, abdominal distention, ‘“nervous- 
ness,” fatigue and loss of weight of about one 
year’s duration. He himself had requested psy- 
chiatric consultation. 

After routine study a diagnosis of anxiety 
neurosis seemed to be well established. Before 
referring him to hospital, which would almost 
certainly have resulted in discharge from the 
service, the tests for brucellosis were carried out. 
There was sufficient laboratory evidence of low- 
grade Brucella infection, and fortuitous improve- 
ment following skin testing with a Brucella anti- 
gen, to leave little doubt that this patient was 
suffering, in some degree, from chronic brucel- 
losis. Virtually all symptoms disappeared within 
a week and the patient continued on active duty. 
He remained well for the next 2 years, except for 
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minor relapses which were treated with short 
courses of Brucella abortus vaccine. 

Early in 1947 this patient consulted the author 
in civilian life, because of a marital problem. He 
had displayed marked sexual apathy toward his 
wife who was seeking divorce. He hoped that this 
could be prevented through readjustment—on 
the part of his wife. Psychologic studies were 
made on both, to supplement information ob- 
tained by individual interviews. The wife’s clinical 
and psychological studies revealed an apparently 
well adjusted woman with no evidence of emo- 
tional problems, except those easily explained 
by the marital situation. The husband’s study 
showed personality difficulties which shed light 
on the mechanism by which he could improve 
from his physical ills but maintain a behavior 
pattern which seriously interfered with his fam- 
ily life. 

The psychologist reported, among other things: 
“The focus of the difficulty seems to lie in the 
sexual sphere. He is afraid of aggressive biologic 
drive and apparently attempts to deny its exis- 
tence. I believe he has taken refuge predomi- 
nantly in a curiously soft, feminine type of emo- 
tional reaction, while his image of the female 
seems unduly aggressive and masculine ._..”’ 

It was noteworthy that this patient mainly 
reflected distasteful experiences in gastroenter- 
ological manifestations; intercourse with his wife 
was infrequent, and always was followed by 
fatigue and recrudescence of abdominal discom- 
fort and distention. Highballs consumed at home 
or in restaurants with his wife invariably re- 
sulted in gastro-intestinal symptoms the next 
day. However, on more than one occasion, to his 
surprise, he found that several highballs and 
other activity while not in the company of his 
wife was followed by neither definite fatigue nor 
gastrointestinal symptoms. 


Case No. 2 illustrates the error of considering 
an illness to be purely psychogenic or purely 
somatic, and the difficulty in the management 
of either component. 

A 21 year old unmarried nurse had a prolonged 
period of vomiting attended by loss of weight, 
slight fever, and fatigue in 1934. The author 
considered the condition to be probably ascrib- 
able to anxiety neurosis because no somatic ill- 
ness could be found and because of adequate 
personality and environmental factors. In 1936, 
2 years later, it became evident that this patient 
was suffering from chronic brucellosis. Because 
of the similarity of many of her symptoms to 
those previously exhibited, and because she made 
an excellent response to Brucella vaccine ther- 
apy, it was then considered that the diagnosis 
of psychoneurosis in the earlier illness had been 
. in error. She gained 15 pounds in weight, the 
slight fever disappeared and her former energy 
returned. 

She left her unhealthy home surroundings and 
remained well for about 8 months. Soon after 
return to the home of her foster-mother, relapse 
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followed. From that time on she was resistant 
to any physical method of treatment. Marked 
sensitivity to Brucella vaccine developed. Her 
psychologic state worsened following additional 
severe psychic traumata. By then it was evident 
that there was an important correlation between 
physical and psychic illness. She undertook Dsy- 
cho-therapy with great reluctance. Cooperation 
with her analyst was poor. After a few months 
of treatment she developed a succession of febrile 
illnesses, culminating in a severe attack of me- 
ningo-encephalitis, in all probability attributable 
to Brucella infection, although unproved by cy)- 
ture. There were definite neurologic sequelae 
including paresis of various muscle groups and 
ankle clonus, and a mild relapse several months 
later. Both attacks apparently were controlled 
by sulfadiazine. Convalescence from the meningo- 
encephalitis and other manifestations of active 
brucellosis seemed to be measurably slowed by 
her refusal to eat normally, and by insomnia 
which was aggravated by nightmares, depression, 
fear of death, and fear of the dark. Then, at a 
time when sleep was improving and her phobias 
lessening, a succession of further personal trag- 
edies was followed by intensification of all of 
her abnormal psychologic reactions. 
Psychologic studies showed indications of the 
hysterical type of personality, marked insecurity, 
the residual of psychic trauma, capacity for good 
rapport with her environment but a too labile 
emotionality which threatened sometimes to 
overcome her control, and the capacity for a 
creative fantasy which was negated by the fact 
that she feared and repressed her inner life. 
A condition not unlike anorexia nervosa furn- 


ished at least one barrier to recovery. Insomnia | 
became more marked as an added reason and > 


excuse for lessened resistance to infection. Ap- 
parently the continued infection, a threat to 
the organism as a whole, increased the sense of 
insecurity which was based on adequate factors 
in her remote and recent history. She gained 
some insight as the result of a single interview 
with another psychiatrist and perhaps through 
glimpses into her problem achieved through her 


interviews with the analyst of 3 years before. | 
Diet became more adequate, she gained weight, | 


and depression and gross evidence of phobias 
lessened. 


Case No. 3 illustrates common physical mani- | 
festations, a constant fruitless search for a phys- | 
ical cause, and obvious psychologic problems, re- | 
fusal of psychotherapy and failure of recovery. | 

A 35 year old married woman complained of | 
joint and muscle pains, headache, weakness, | 
nausea, and vomiting of several years duration 
for which she had been studied at various clinics. 
Diagnoses had been fibrositis, arthritis, and psy- 
choneurosis. She greatly desired a diagnosis of 


to her. Sexual adjustment during 10 years of 
marriage had been poor; she was frigid. Lab- 
oratory tests for brucellosis were equivocal, per- 
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haps due ‘o sensitization by previous intracu- 
taneous test with Brucella antigen. Her psycho- 
logic study indicated a definite personality dis- 
turbance — immaturity of inner development, 
anxiety, tension, hypochondriacal trends and 
disturbance at a deep level in the sexual sphere. 

She refused reference for psychotherapy but 
seized on the slight doubt that remained as to 
the existence of brucellosis to ask a therapeutic 
trial of Brucella vaccine. In this instance it was 
of questionable merit. She described reactions so 
bizarre as to be unmistakably hysterical. A good 
phagocytic response was attained but without 
clinical improvement. She resumed her search 
for physical means of cure, refusing to accept 
the assurance that brucellosis and other physical 
illness had been ruled out. The need for physical 
expression of an emotional problem apparently 
was so great as to preclude abandonment of 
symptoms under any circumstances. 


Case No. 4 illustrates severe psychoneurosis, 
active chronic brucellosis and better psychologic 
adjustment following recovery from brucellosis; 
the clinical impression was supported by a second 
Rorschach study. 

A 30 year old male had had recurrent active 
prucellosis for a period of 3 years, with little 
improvement from inadequate attempts at treat- 
ment. Further treatment resulted in marked 
improvement, along with lessening of depression. 
However, within a few months there was a return 
of depression. Psychologic studies suggested that 
aggression was. the source of terrific conflict for 
him, apparently largely through unconscious fear 
of retaliation. There were disturbing features 
suggesting the possibility of an incipient psycho- 
sis; one of these was the tendency for the con- 
structive effort to peter out. He seemed dis- 
couraged to the point of giving up and seeking 
a solution in schizophrenic withdrawal. 

He refused psychotherapy, asking for further 
time to work out his problems with the aid of 
better health which followed treatment of his 
brucellosis. Eight months following his first psy- 
chologic study he stated that he was doing quite 
well, that he became “jittery” only occasionally 
and for shorter periods of time. A second psy- 
chologic study was made whch was similar to 
the first in many respects but with dropping out 
of almost all of the items previously cited as 
suggestive of an incipient psychotic process. The 
evidences of neurosis remained. He continued to 
improve in all respects, reestablished a satisfac- 
tory business connection and has now remained 
well physically, and at least reasonably well ad- 
justed psychologically for the past 2 years. 


Case No. 5 illustrates an immature behavior 
pattern in a patient with brucellosis; the con- 
comitant »psychoneurosis was of greater impor- 
tance but difficult of management. 

A 35 year old woman, wife of a physician, gave 
a history of 3 years of illness, originally attrib- 
utable to brucellosis. Remaining complaints were 
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headache, backache, excessive fatigue and low- 
grade fever. Careful study resulted in the feeling 
that she probably had recovered and that there 
was unconscious motivation for her refusal to 
resume her responsibilities as a wife and mother. 
During one interview she said that she was phys- 
ically unable to go back to her household duties, 
adding: “And I don’t see why I should try to do 
the things I don’t care to do.” She could not 
recall having said that, insisting that she had 
said: “things I am unable to do.” 

Psychologic studies helped to confirm the im- 
pression of marked immaturity, anxiety, depres- 
sion, hypochondriasis, and poorly handled ag- 
gression, hostility and contempt, apparently 
aimed at the husband. 

In the figure drawing (figure I), the male 
(probably husband) is puffed up to more than 
normal size while the female is a nice, sensitive 
little girl, but with quite aggressive hands. In her 
drawing of the man, skillfully executed with ade- 
quate detail, the eye is conspicuously missing. 
Eye was mentioned recurrently in the Rorschach. 
The psychologist offered the guess that (a) she 
thinks of her husband as blind, (b) that she feels 
watched, on guard, and (c) that she blinds her- 
self to the truth of her feelings about her hus- 
band—possible alternatives but probably simul- 
taneously operative. 

Ultimately she had brief psychotherapy under 
the direction of Dr. Titus Harris, following an 
abortive suicidal attempt. She has improved in 
all categories. 


Results of Study 


* It is hoped that the general impression is 
reasonably clear—that use of psychologic 
methods of investigation, often in a short 
space of time, will supplement clinical and 
laboratory studies in patients presenting 
problems either in the somatic or psychic 
category, helping to distinguish between them 
and to evaluate both components when they 
coexist. 

It is usually not difficult for the patient to 
accept the theory that physical illness may 
be affected to some degree by emotional 
states and personality problems, and vice 
versa. It is however extremely difficult to 
gain acceptance by the patient that emotional 
conflicts may be important causative factors. 
The term “imaginary” has been used too long 
by physicians® and laymen alike to charac- 
terize psychogenic symptoms for patients to 
think in other terms. It implies a state for 
which they are to blame—that they could 
“snap out of it” if only they would do so. 
Therefore, it seems of some value to tell pa- 
tients that there should be no occasion for 
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embarrassment about possible Psychoneurotie 
components of their illnesses, that €motiona] 
problems of varying degree and importance 
exist in every one, that it would be Surprising 
indeed if there were not such symptoms com. 
plicating a somatic illness of long duration 
that even if the entire illness were psycho. 
genic there would be nothing to engender 
shame—that it would simply mean a different 
approach in treatment. 

It is the feeling of some psychiatrists that 
nothing can be gained from projective ang 
non-projective personality tests that cannot 
be elicited in psychiatric case history taking 
and during psychotherapeutic talks. Even jf 
this is true the fact remains that much yaj- 
uable material can be gained rapidly by these 
methods—material that might require weeks 
to months to elicit through interviews alone. 
In some instances the data would not be 
available at all because of the lack of oppor- 
tunity for psychiatric interviews. In stil] 
others psychotherapy would not be under- 
taken because of lack of apparent indications 
for it. Also it is well known that patients may 
mislead a psychiatrist, consciously or uncon- 
sciously, for long periods of time. 

It is hoped, further, that an additional 
point has been illustrated, i.e., the need for 
a blending of viewpoints of internist and 
psychiatrist. 


Addenda 


Although Harrower and Munroe have noted 
no pattern characteristic of brucellosis in the 
patients referred for the battery of projective 
tests, beyond anxiety states and immature 
behavior patterns which may be found in 
other illness, Kemple has noted rather def- 
inite trends. She pointed out the almost uni- 
form ego-weakness, along with an exagger- 
ated kind of ambition. Most of them showed 
evidence of anxiety hysteria with a compul- 
sive kind of adjustment superimposed. 

She felt that the conflict between the weak 
sense of identity and poor social defenses on 
the one hand and their ambitious kind of 
drive on the other, produces such a strain on 
the ego as to result in the characteristic psy- 
choneurotic symptoms and, in some casés, 
the psychotic features. 

She speculated as to whether a particular 
combination of psychic and physical factors 
may not be found in persons most receptive 
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to Brucellu ‘niection and as to whether the 
infection itself may not be an important 
causative factor in production of the condi- 
tions found through the exertion of great 
strain on the nervous system. 

These patients were noted to most nearly 
resemble the rheumatic heart patients who 
are characterized by weak egos and hysteria 
put lack the ambition noted in brucellosis 
patients. 

Also noted was that patients with brucel- 
losis tend to find no room for sex, tending 
to behave as neuters, and wanting to avoid 
sexuality, entirely. In many of the females, 
masculine ideals were noted. In many of the 
males, there was a homosexual trend and a 
struggle against it, because of the ambition— 
and because there is no place for sex in their 
lives. Their handwriting was interpreted by 
Kemple and by independent observers to de- 
note the same trends. 
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Author’s Note: The studies and projective tests 
described in this article were carried out by 
Molly Harrower, Ruth Munroe and Camilla Kem- 
ple, to whom acknowledgement is made for their 
invaluable help. 
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A CORRECTION 


In the article “The Localizing Value of Elec- 
trical Sign in Electroencephalography” by F. A. 
Gibbs, and Robert Hayne, which appeared in the 
September, 1948 issue of “Diseases of the Nervous 
System,” an error has been made in the biblio- 


graphy. Reference Number 1 should read: 


“Hayne, Robert A., M.D., Belinson, Louis, M.D. 
and Gibbs, Frederic A., M.D.: Electrical Ac- 
tivity of Subcortical Areas in Epilepsy. In press. 
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An Aftermath of 


Military Service 


(THE ROLE OF GROUP PSYCHOTHERAPY IN IT’S TREATMENT) 


NATHAN BLACKMAN, M.D.* 
St. Louis, Missouri 


Introduction 


In selecting the title of this paper, I wanted 
to spot-light the special problems, the soul- 
searching, nerve-wrecking, confidence-shak- 
ing period faced by veterans during the read- 
justment to civilian status. At the Veterans 
Administration Mental Hygiene Clinic we are 
aware of the desperate need for the veteran 
to cling to the feeling of belonging, of being 
part of a group in order to overcome the 
insecurity, uncertainty and lack of confidence 
so characteristic of the readjustment period. 
The support and confidence that the men 
obtained from wearing a uniform, the realiza- 
tion of accomplishment and potency and 
innate security that comes from devoting 
oneself to a cause, from having a purpose, 
has been characterized by me as the pseudo- 
maturity incurred during military service. It 
is the let down from this pseudomature level 
of accomplishment that we are faced with 
in the period of readjustment. 

To describe this haltingly difficult and 
agonizingly panicky feeling of uncertainty, 
lack of accomplishment, frustration at day 
to day let-downs and increased hostility and 
resultant anxiety as due to the immaturity 
of the individual’s emotional make-up is not 
sufficient. There is no person who has ma- 
tured to an extent of not feeling at all inse- 
cure, threatened or challanged by his daily 
encounters. Yet seldom do we come up with 
such an excess of free-floating anxiety as we 
see in the veterans in throes of reconversion 
to a tolerant, easy going acceptance of civ- 
ilian existence. I feel, and the case illustra- 
tions will help to demonstrate, that we deal 
not merely with immature individuals. We 
deal with men who have assumed an illusory 
maturity, a realization of prowess, accomp- 
lishment, expression of virility and an assur- 
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ance that the determination of their future 
will be theirs for the asking; we deal with 
men who went through a period of “Pseydo- 
maturity” that received a severe jolt at the 
hands of every-day post-war living. 

It is not the gibberish of unresolved infan- 
tile conflicts or the pious statement that little 
Oedipus is to blame, that has added to our 
understanding and ability to help resolve a 
given situation. We are aware of the vast, 
archaic, primitive urges, of their frustrated 
forms of expression and the paramount im- 
portance that reaction-formation may as- 
sume. But it is the understanding of the cul- 
tural pressures, of the early leit-motives, 
mores and taboos that formed the individual; 
the understanding of their implied or overt 
significence to the veteran and the impact 
of military service on him that have ¢on- 
tributed most to our handling of veterans 
going through reconversion jitters. 

The realization has become quite succinct 


that it is not necessarily a dissection in depth 


that is paramount in our handling of the 
pseudomature veteran. Rather it is an accep- 
tance and thorough understanding of the 
stresses that he is under, an airing of the 
frustrations that he has incurred and an 
interpretation of the resultant anxiety that 
has set on. Of course the threshing about, 
the misgivings, and unfulfilled gratifications 
are often tied-in with deep-seated sexual 
taboos, with an undercurrent of homosexual 
strivings and a libido that has not become 
channeled nor expressive. I often wonder to 
what extent our economic goals have divested 
themselves of the more instinctive urges. A 
need to become important, to be looked up 
to, to achieve, to have responsibility—are not 
all these strivings our twentieth century 
equivalent of accumulating more cattle, 
shooting more deer, being more daring and 
acquiring more women—the vogue of cen- 
turies past? Hence, the importance of 4 
thorough evaluation of present day stresses 
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and their s .ccessful resolution in a compro- 
mise of accepting the best possible deal of 
the moment. This alone may suffice to as- 
suage and deflect the instinctive threat that 
runs parallel to the economic or social in- 


security. 
Case Illustrations 


The following verbatim statements by patients 
will further clarify this concept of pseudo- 
maturity: 

Case I: “I am worried all the time. I keep 
thinking about being aboard a ship ready to land 
on Okinawa. I keep seeing all the firing and 
killing on D-day. I think of myself as dead—how 
everybody regrets that I died so young. I think 
of all the times while on island hoppings, when 
I could have become a hero, be decorated, attract 
notice, and be a somebody. Instead I was scared 
most of the time, in a fog. I ran back to the beach 
and abandoned my outfit when a shell exploded 
in front of me.” 

“T used to, while lying in the fox-holes, imagine 
how I will come back, do lots of things for mother, 
take her away from step-father who has often 
beaten us and I will give mother everything she 
wants. Instead of all that, I feel now as if I were 
a child all over again, as if I did not grow up at 
all during those years I was a marine. I feel 
unsure of myself, I don’t know what to say, I 
become ornery, flare up and get into fights. I 
seem to resent all other guys who did not have 
as tough a time as I had. I think that they know 
how to go about getting things done while I don’t. 
I feel like I will never amount to anything. Some- 
times I think about being with a queer (homo- 
sexual) and that makes me feel like killing my- 
self. I dream of my mother being dead and once 
I felt like strangling my girl-friend. I guess I 
must have been jealous of her, so I thought that 
if I am not going to have her, neither would 
anybody else. I feel disgusted right after I have 
sexual intercourse. I sometimes daydream of 


' going to the park and meeting up with a queer 


like I used to when out on patrol-duty in the 
woods of Okinawa and meeting some sailors. 
These ideas about queers make me feel terrible 
but I don’t seem able to get rid.of these thoughts, 
once they have set on. 

. “When I returned home, it seemed to me that 
I could not grow up. That I still was the same as 
when I left for the Marine Corps. That I did not 
grow up at all. My mother started babying me 
when I returned from overseas, step-father did 
not urge me to look for a job. So I just hung 
around the corner with 17 and 18 year olds and 
just started out being a bum. In my outfit every- 
one was older than I, the men often talked about 
how easy things are in the Marine Corps, that 
there is no need to worry, that no one gets fired. 


So I felt pretty sure of myself too. I felt so con-~ 


fident that I could make up to mother for all 
that she had to go through, that I will be able 
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to help her out when I come home.” 

This 21 year old ex-marine sargeant describes 
the onset of tension, nightmares, restlessness and 
uneasiness about the future at about the time 
of the closing stages of the Okinawa campaign, 
about VJ Day. Before that time he was on many 
island-hoppings and although he was scared most 
of the time, he killed many of the enemy. He 
thought nothing of it, joked about it, and con- 
Sidered it all a part of a day’s work, doing “what 
I was supposed to do.” However, following the 
shooting up of a group of naked Japanese with 
surrender passes in their hands during the mopp- 
ing up stage of the Okinawa campaign, the ten- 
sion, worries and insomnia set on. 

He describes that he reached the height of his 
panic when he alighted from the train at Union 
Station to face the family group. It suddenly 
dawned upon him that he would not be able to 
come through with all those promises to help his 
mother that he made while in the fox-holes. 

His need to hustle about getting a job, to learn 
to get along with other workers and to plan and 
figure and compete for his future was something 
new. All the assumed bravado and daring evap- 
orated fast. He again began to smart under the 
humiliation of the big, bad men who dominated 
and maltreated mother and against whom he was 
pretty much impotent and helpless in the past. 


Case II: “My biggest problem is lack of secur- 
ity. I had money saved once, but now we spend 
every dollar I bring home.” 

“I want to make lots of money—but because of 
my wife, I don’t dare to take a chance at any 
money-making proposition.” 

“My wife does not like the speculative urge in 
me. She thinks I am just shirking responsibility 
when I give up a salaried position.” 

“I feel tied down, I don’t have the freedom of 
decision which I had when I was single.” 

“All through life everybody told me that I was 
wonderful, that I will make a success at music, 
but I failed miserably when I entered the school 
of music, at 14, following completion of grade 
school. During my high school years I was told 
that I would be a success as an engineer—but now 
that I am looking for a job they ask me for 
experience. 

“The way everybody has been prodding me has 
hurt me more than anything else. My greatest 
disappointment has been when I discovered that 
I was not nearly as good as I was told I would be. 
I want to have the feeling that I accomplished 
something, that I am being looked up to. Father 
was born in Europe, he had a very hard time 
here, and I was always told that I will have to 
amount to something, not merely. by being a good 
strong mechanic as my father was, but by using 
my brains, going to college. I resented father and 


-his lack of wordly success. I felt terribly jealous 


when other kids had more money to spend on 
one date than father earned in a week, and I 
despised the poverty at home. In the Army I 
wanted to go ahead—but I was always slapped 
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down. Ratings were frozen in my outfit, I never 
got even as far as the OCS board, so I began to 
day-dream about how I would return to civilian 
life and get all the distinction, college career and 
prestige that the army had denied me. But I 
think that all this urge to amount to something 
goes way back to the time when my father crit- 
ized every poor grade I received at school and 
he Kept urging me and daring me to take advant- 
age of all the things he missed in life. 

“In the army I always had the ability to do 
any job that came up—I have never worried 
about just getting by—I always could pick what 
job I wanted. It is knowing that I have the ability 
but have never been given a chance to show it 
that bothers me. 

“I was frustrated in my hopes to become an 
officer. It took a big slice out of my life; I know 
that I will never regain those years. It still was 
as if I were twenty years old when I returned. 
I am starting with a set-back, it just set me back 
five years. 

“It seemed a lot easier, while overseas, to reach 
my goal. When I came out, I had a long struggle 
ahead. I found out that those things just don’t 
drop in your lap. I always felt that the world 
owes me an opportunity and not a living. I don’t 
want anyone to give me anything. I wanted an 
opportunity to get myself a home, a chance to 
get ahead at something worthwhile.” 

The above statements were made by a 24 year 
old youth whose symptoms of weight loss, irrit- 
ability, headaches and tenseness began immed- 
iately after VE day. It is the story of a typical 
American dream, the oldest of three of foreign 
born parents, with a strong domineering father 
and an almost compulsive need for the patient to 
avoid going to college. Hence the rapid marriage 
upon return home and the present frustration 
and anxiety which causes him ejaculate precox, 
worries about the possibility of his wife being 
pregnant, irritability, restlessness, etc. 

The role of hero in occupied countries, the 
confidence inspired by being part of a valiant, 
victorious Army strengthened in him the feeling 
that, although stymied in immediate chances for 
advancement, the plunge into civilian life will 
compensate for and provide the opportunity for 
that recognition which his army status failed to 
give him. But after VE day came the impending 
return to the challenges of the competitive sett- 
ing, the facing of problems postponed or pushed 
in the background through the years of military 
service. The onset of anxiety at the period of VE 
day was not a coincidence any longer. The veneer 
of maturity vanished fast with the imminence 
of the return home. 


Discussion 
In the cases cited we are dealing with 
situations in which the degree of accomplish- 
ment, of basic worth and ability to take one- 
self for granted was enhanced by the period 
of military service. The stronger, the more 
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real this feeling of pseudoma curity — the 
harder the tumble, the ruder the awakening 
the more dissatisfying the necessity realis. 
tically to appraise oneself. The regression js 
not merely from what was the habitual, i 
immature pattern of existence, but rather 
from a much higher, seemingly secure, level 
of pseudomaturity which the veterans at- 
tained during military service. 

In helping the veteran to regain the com- 
posure, certitude and sense of direction that 
was his before this precipitous awakening, a 
thorough understanding and appraisal of his 
background, social impacts, and cultural at- 
tainments are important. The resultant jn. 
timate knowledge and the relaxed acceptance 
of the patient are the mainstay of a satis. 
factory therapeutic result. 

Thus, in Case 1, repeated hypnotic sessions 
allowed the veteran a thorough airing of his 
early insecurities, life with a drunken brawl- 
ing father, homosexual encounters, a step- 
father who beat him, considerable ambi- 
valence on the part of a mother who def- 
initely preferred a younger brother. However, 
the synthesis of the therapeutic progress to- 
wards the end of successful termination of 
treatment was as follows: 


“When I came home from the service I was 
all by myself, like a crowd of my own, it was hard 
to become acquainted again, to get in the groove, 
It seemed like everybody had changed. I expected 
to find all the kids as I left them, instead every- 
body was changed. All the kids were young when 
I left (at 17), but when I came home they all 
hung out in taverns, got drunk; I did not know 
what to make of it. I expected to find them on 
the corner just the way I left them. It seemed 
like I did not grow up at all, it was hard to think 
that I was 21 years old and that I had to eam 
a living. I felt scared and I thought that I was 
the only one feeling this way. Coming to the 
Clinic made me realize that there are many 
others who are like this. Seeing veterans in the 
Clinic at Group Therapy having similar troubles, 
although not showing them outwardly, made me 
realize that I don’t stand out either when I am 
among strangers. It made me feel confident that 
I am not by myself—deserted or something. Just 
having someone like the doctor to talk to and 
share my worries and fears was enough to make 
me feel better. I know that the doctor under- 
stands why I feel this way, and I could share 
with other veterans some of my worries. It was 
not so much learning the reason for feeling this 
way—as knowing that I am part of a group going 
through the same troubled period. It was like 
being in the jungles where all the outfit went 
through the same thing.” 
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In this case, although a detailed under- 
standing of the problem was available, the 
only motivating thing in the therapeutic en- 
deavor was the acceptance of the patient by 
the therapist and by the group of which he 
pecame a part. Considerable subtle manipu- 
lation was required to achieve what on the 
surface appears to be a superficial amelioria- 
tion. Close social service contacts with the 
family, opportunities to participate in sports 
activities and contribute to the supervision of 
another group of disabled veterans, an eval- 
uation of his aptitudes, and lining up of a 
college course through the help of the GI 
Bill were carried out. It was the concrete 
understanding of and the ability to motivate 
this individual, his acceptance into the frame- 
work where he began to feel adequate, worth- 
while and purposeful—that helped us to re- 
habilitate an individual who appeared orig- 
inally as a schizophrenic with marked with- 
drawal, obsessive preoccupations and phob- 
ias—where the first impulse was to apply 
shock therapy but where an intensive course 
of psychotherapy (20 interviews in 2 months) 
have given a reintegration of volitional forces 
and a rejuvenation of efforts consistent with 
a normal span of maturation in a youth of 21. 

A somewhat similar pattern is seen in the 
second illustration in which, although the 
period of military service did not as obviously 
promote the state of pseudomaturity, the 
enhancement of being a conquering hero on 
the continent strengthened the need for wish- 
fulfillment during the reconversion period. 
The precipitous marriage, the insecurity of 
pursuing an academic course caused a re- 
accentuation of hostility and its resultant 
anxiety. 

The thorough, understanding, permissive 
and bolstering effect of the group psycho- 
therapy session, quite aside from formalistic 
re-education and emotional reliving of sup- 
pressed events are in keeping with the auth- 
or’s’ findings with a group’ of hospital pa- 
tients in whom the ability to focus the at- 
tention of the patient on a worthwhile pro- 
ject, the gradual strengthening of their 
reality valuation and the constant encour- 
agement of the therapist contributed to a 
considerable degree of improvement. The 
degree of influence on a person’s psyche is 
exactly measured in terms of the deeply felt 
intimacy and closeness to his personal drama, 
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to his set of life experiences. It is this shade 
of projection by the therapist into the life 
of the patient that is frequently the intang- 
ible factor that spells therapeutic success. 
No therapist can with certainty indicate or 
guide shadings of reaction patterns unless 
he is capable of paying full respect to the 
patient’s own participation in working out of 
the emotional problems. Whitehorn? points 
out the importance of a thorough under- 
standing and respect for the patient’s elab- 
oration and concept of his ailments. This 
trend towards flexibility of therapeutic means 
as indicated by the patient’s needs has been 
stressed by Alexander and French? who men- 
tion the importance of an understanding and 
sympathetic, rather than dogmatic, attitude 
towards the patient’s difficulties. The patient 
has to be helped to discover that the present 
and especially the future are not necessarily 
colored by the same experience he had in the 
past. The accomplishment of this therapeutic 
goal does not necessarily depend on the re- 
covery of one’s repressed memories. This same 
understanding and humane approach has 
been brilliantly exposed by Fromm Reich- 
man‘ and recently described by Knight® as 
consisting of a “consistent, spontaneous, af- 
fectionate and optimistic attitude of the 
therapist.” 

This therapeutic trend is powerfully imple- 
mented by group-therapy methods in which 
the role of the therapist is automatically re- 


duced to an equal and intimate relationship 


with the patients. The loyalty of the group, 
its intimacy, its inspiration and stimulus 
come from other patients as well as from 
the skillful, inobtrusive participation of the , 
therapist. A sense of genuine friendship, con- 
cern and understanding, which is the sine 
quo non of a lasting degree of improvement, 
becomes operative. If we visualize the pa- 
tient as going through reality experiences, 
while constantly sensitized, apprehensive and 
lost in the realization of being just half 
understood at best, we can better understand 
how the clarity, concreteness, solidarity and 
resultant security of the group experience im- 
plement and strengthen the normal trend 
towards becoming whole and integrated. It 
is this therapeutic atmosphere that Black- 
man® has in mind when he describes the 
atmosphere of impartiality, the friendly, in- 
structive discussions, and the encouragement 
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of the physician to participate intimately in 
the lives of the patients. This therapeutic 
atmosphere is also apparent in a recent ac- 
count of group therapy by Foulkes’ who talks 
of the community of feeling between the 
therapist and the group. In helping the in- 
dividual to a more tolerant acceptance of 
himself, in developing his loyalty to the group, 
the patient is helped to make an attempt at 
recovery. He is aided in formulating a real- 
istic appraisal of his difficulties which is 
impeded by the neurotic manifestations. 

The pseudomature individual returns to a 
cultural setting which has changed or which, 
in his phantasies, has become ennobled and 
different from reality (Benedek®). This in- 
dividual needs a social sanctioning, a permis- 
sive, absorbtive situation even more poig- 
nantly and his participation in a group ther- 
apy setting is even more indicated. 

It is with this in mind that much effort 
has been spent to develop group therapy 
projects in our Mental Hygiene Clinic. Groups 
of psychoneurotics with common problems, 
of aphasics, epileptics, and schizophrenics in 
remission are functioning. Frequently a ter- 
rain of understanding, a will to learn, and 
accept realistic trends of behavior has arisen 
from group participation, whereas the ther- 
apist, in individual treatment, found himself 
stymied. Any barriers towards a keen under- 
standing of a given problem do not foil nor 
thwart the therapist as long as the humility 
of learning from the auxillary clinic person- 
nel, from the patient, or from the group in 
which he participated, are present. The in- 
sight into the handicaps, thwarted aspira- 
tions and setbacks of the patients are not 
gleaned from the pontifical discourses of 
textbooks, but from the animated outpour- 
ings of the patients. The relaxed, friendly, 
and genuine atmosphere of the group pro- 
motes a blossoming out, a need to get close, 
to see plainer, absorb and appreciate more 
fully ones own cognizance of the extent and 
degree of maturity. This tendency is other- 
wise sorely lacking in the pseudomature in- 


‘dividual who is afraid, 
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in ar atmosphere 
which is often emotionally hostile or, at least, 


incredulous, to admit this lack of strength, 
solidity and courage. 


Summary 


The concept of pseudomaturity is formy- 
lated as the degree of real or phantasieg ac- 
complishment and enhanced growing up, 
in the protective military setting, which has 
become accentuated following a prolongeg 
absence from the social and cultural facets 
of the veteran’s environment. Two cases are 
described which show the impact of the re. 
turn home upon this veneed of pseudo- 
maturity. 

Great stress is placed on working with the 
veterans at their own level, establishing the 
intimacy and closeness which is essentia, in 
effective therapy. The degree of influence on 
a person’s psyche is exactly measured in 
terms of the deeply felt intimacy and close- 
ness to his personal drama, to his set of life 
experiences. It is this shade of projection by 
the therapist into the life of the patient that 
is frequently the intangible factor that spells 
therapeutic success. Group therapy promotes 
the intimate, assiduous, variable and persis- 
tent endeavor to gain a thorough grasp of the 
veteran’s cultural and social handicaps. 
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Disparagement — The Unconscious 
Technique of Detachment 


EDMUND BERGLER, M.D. 
New York, New York 


Freud proved conclusively that the un- 
conscious part of the personality is regulated 
by “jrratiorial” feelings and “irrational” guilt. 
The working processes of consciousness and 
the unconscious are worlds apart; every at- 
tempt to apply techniques of the former to 
the latter, leads to erroneous conclusions. 

Everyone is sometimes confronted with the 
necessity of severing relations with a friend, 
acquaintance or even a relative previously 
held in emotional esteem. A love object can 
disappoint the lover, a friend prove unre- 
liable, a distant member of the family commit 
“impossible” acts. In these cases, detachment 
becomes a painful necessity. The question 
arises: how is this task accomplished on both 
levels of the personality? 

On the level of consciousness, the process 
is obvious. Common sense (erroneously called 
“logic’”) reasons that vital interests demand 
“being through” with the culprit lest greater 
damage be done. After a period of anger, 
fashioned on the principle “How can he do 
that to me?” cold deliberation gets the upper 
hand. The process of detachment is helped 
by stressing the negative qualities of the 
malefactor, covered up with a few rationali- 
zations. After some time, the process of de- 
tachment is stripped of emotional elements, 
and the detached person convinces himself 
finally that rational reasons alone were the 
propelling factor in his decision. With cold- 
ness and determination, the rational aspect 
is stressed. In retrospect, the whole process 
of detachment looks like a “logical’’ mental 
operation, dictated by self-preservation. 

On the unconscious level, the situation is 
far more complicated. Since common sense 
is not the intrapsychic “currency,” all argu- 
ments deriving: from that source are mean- 
ingless. Rational thinking is simply not 
present, hence cannot be used in the process 
of detachment. The yardsticks of the uncon- 
scious are: repressed wishes, repressed guilt, 
finally defense - mechanisms, instituted to 
keep the psychic “balance.” 





A person facing the necessity of detach- 
ment is automatically confronted with the 
following unconscious conflict. The person 
from whom detachment is sought once satis- 
fied inner wishes and defenses, otherwise 
no attachment would have existed in the 
first place. Now both cling to their “rights.” 
As a third tormentor, the inner feeling of 
guilt enters the battlefield, asking the un- 
comfortable question: “Are you really as free 
from guilt as you pretend?” The intrapsychic 
conflict pertains to all three difficulties: 
wishes have to be diverted, defenses shifted, 
guilt alleviated. Only after that “triad of 
detachment” is satisfied, is the victim free. 

The rather grotesque fact is to be recorded 
that the detached person believes that his 
rational thinking solved the conflict. He is 
completely impervious to the battle raging 
in his unconscious. The moment of rational 
solution coincides with the unconscious emo- 
tional solution. 

What is going on behind the scenes of the 
personality during the process of detach- 
ment? (Reference is here made exclusively 
to normal and neurotic people). 

In studying these reactions, it is surprising 
to find that the leading role in the entire 
conflict is usurped by the inner conscience 
(Super Ego). That is strange; one would ex- 
pect exactly the opposite, namely predom- 
inance of regrets pertaining to libidinous 
wishes. It seems that the inner tormentor, 
expanding in the inner conscience, now has 
a field-day. Mercilessly, he flogs the Ego. 
The accusation pertains not only to the ques- 
tion: “Are you as innocent as you pretend 
about this debacle?” The whole relation to 
the person, from whom the detachment is 
sought, is scrutinized. That being looked at 
with the microscope of conscience, reveals 
that many “forbidden” wishes were also 
involved. 

To disprove both these accusations, the 
unconscious Ego mobilizes its last resources. 
Pseudo-aggressively, it proves the ‘“worthless- 
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ness” of the object. Fantastic accusations are 
leveled, only to prove one’s innocence. That 
“vattle of disparagement” produces specific 
dreams. In those dreams one can observe 
how severe and dangerous the inner situation 
has become. 

The following examples will help to clarify 
the reasoning: 

Mr. A., a Viennese Jew, aged 45, was arrest- 
ed by the Nazis during the September 1938 
pogrom and imprisoned in a Nazi concentra- 
tion camp for 6% years. During the first 
months of imprisonment, he had no knowl- 
edge of his wife and two children. One day 
he received a post card from his wife, inform- 
ing him that his mother and the children 
had obtained a visa to the United States 
and were leaving Vienna. He jumped at the 
conclusion that his wife was going too, and 
inwardly resented being abandoned in his 
tragic situation. His resentment and under- 
standable self-commiseration produced, even 
consciously, aggressive and hostile thoughts 
directed against his wife. It turned out that 
he had misunderstood his wife’s communica- 
tion; she had not left Vienna, hoping that 
the husband would soon be released. Only 
the children, accompanied by their grand- 
mother, had left Vienna. The poor wife was 
shortly afterwards arrested, put into another 
concentration camp and gassed. All that 
happened without the husband’s knowledge. 
Only much later did he hear from another 
inmate, transferred from the camp in which 
his wife was imprisoned, that she was mur- 
dered by the Nazis. 

His grief was lessened by his own constant 
danger, being himself confronted daily by 
dead or martyred prisoners. Expecting a 
similar fate every hour, he became, as he 
claimed, hardened to danger, death, mutila- 
tion. After release from the concentration 
camp, he was able to secure a visa and emi- 
grated to the United States. Consciously, he 
was in an elated mood; the tragedy concern- 
ing his wife was seemingly overcome. He 
spoke in a regretful tone about his wife’s 
fate; one had, though, the impression that 
he did not quite grasp the tragic irony that 
the only person in his family who was not 
rescued was his self-sacrificing wife. 

His reason for consulting me was a potency 
disturbance. He was completely impotent with 
a divorcee who wanted to marry him. 
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The short analysis proved tha: ve haq not 
overcome intrapsychically his \ife’s Sacri- 
ficial death. He acted as if his Aggressive 


thoughts during the first months in the con- 
centration camp—the time between his wife’ 
first communication of the departure of the 
children and the later indirect message of 
her arrest—were responsible for his wife's 
subsequent tragic destiny. All that took place 
on the level of the unconscious; consciously, 
he had a rational approach to the whole 
problem. His mood was not that of mourning, 
no depression was discernible. Consciously, 
he overcame the tragedy; unconsciously, he 
lived on the principle of penance for crimes 
committed by the “omnipotence of thoughts,” 
hence the resultant renunciation of sex. The 
patient was greatly surprised about his un- 
conscious guilt. He reiterated—correctly, by 
the way—that he had no influence and 
knowledge of his wife’s decisions. Still, he 
unconsciously blamed himself. 

His psychological problem in analysis was 
to detach himself from the tragedy which 
the Hitlerites created and to acknowledge 
his inner guiltlessness. In this process it was 
possible to study his dreams. These dreams 
represented his wife, slightly disguised, in 
the worst possible light. Though his mar- 
riage of 15 years’ duration was a happy one, 
he presented his dead wife in a highly un- 
favorable character-sketch. He accused her 
of practically every conceivable crime: un- 
faithfulness, prostitution, malice, venereal 
disease acquired during extramarital esca- 
pades, etc. Frequently he described all women 
as cruel, sadistic, underhanded. Sometimes 
he denied in these dreams, being ever mar- 
ried to his wife, representing her as a 
stranger, etc. 

The patient was shocked about his dreams; 
he reiterated helplessly that all these accusa- 
tions were senseless. He claimed, with jus- 
tification, that his marriage had been a happy 
one. His fantastic disparagement represented 
a desperate attempt of his unconscious Ego 
to squeeze out a verdict of “not guilty” from 
his inner judge, the inner conscience. The 
grotesque set of accusations, produced in his 
dreams, shows the technique of inner detach- 
ment: every argument of disparagement is 
used, irrespective of objective facts. 

Mrs. B. at the time of her analysis, 28 years 
old (the patient was analyzed nearly 20 years 
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ago), had 2 less tragic and rather banal 
detachment to perform: she had, at the end 
of her treatment, to resolve her transference. 
Neurotics are unconscious repetition “ma- 
chines”: the stabilized neurotic infantile con- 
flict is repeated over and over again on in- 
nocent bystanders. The difference between 
transference of neurotics outside and inside 
of analysis, is only the fact that in the latter 
situation the transference is explained and 
made use of therapeutically, whereas in the 
former situation it is naively taken at face 
value. 

Mrs. B., a typical hysteric, in analysis be- 
cause of frigidity, projected many different 
facets of her infantile conflict upon the 
analyst; the case is described in great detail 
in the monograph Frigidity in Women (Nerv- 
our and Mental Disease Monographs, No. 60, 
E. Bergler and E. Hitchmann, New York, 
1936). 

Her defensive fury against the genus man 
was such as to make her exclaim, at the time 
her frigidity was cured, “My husband will be 
the one to profit by my analysis. I am to get 
well for him.” It did not even occur to her 
that she was being cured for her own sake. 
The—at that moment—still unresolved trans- 
ference was contained in the outburst, like 
a rather amusing “revenge.” One day while 
she was baking a cake, she made a miniature 
man, representing the analyst, filled it with 
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jam, baked it, and ate it with the greatest 
satisfaction. 

All these ideas of incorporation, hatred, 
resentment, did not change the fact that 
the patient achieved her orgasm, changed 
characterologically, and was forced to re- 
nounce her transference. That last part of 
the analytic work created prolonged difficul- 
ties, but she finally overcame them too. Dur- 
ing that period, she dreamed that she was 
sitting in a restaurant. At the same table sat 
the analyst with a woman whom she in- 
stinctively knew was the analyst’s wife. The 
analyst said to his wife in an aggressive tone: 
“I demand an accounting for every penny 
you spent during the week.” The patient 
thought: “Just like my husband.” 

The analyst is demoted by the patient in 
this dream. In her opinion he was just a 
disagreeable penny-pincher, like her husband. 
The infantile element entered the picture; 
similar reproaches were heaped against the 
father. Other symbolic innuendos, though 
present in the dream, were unimportant for 
our purposes: the disparagement was un- 
deniable. 

The moment one accepts that the uncons- 
cious operates on the basis of “feelings” 
(affects and their derivatives, guilt, defense), 
it is clear that an emotional detachment can 
be achieved on that premise only. 


251 Central Park West. 





David B. Rotman, a Eulogy 


JOSEPH A. LUHAN, M.D.* 


David Benzoin Rotman was born in St. 
Louis, Missouri, on September 8, 1893. He died 
suddenly from the effects of coronary occlu- 
sion at his home in Chicago on May 30, 1948, 
at the age of 54. The major years of his life 
were expended in the service of his fellow 
man, dedicated to sympathetic understanding 
and aiding of men and women in trouble, to 
Study of mental illness and of human quirks 





*Formerly, Assistant Director, Psychiatric Insti- 
tute of the Municipal Court of Chicago. 


Read before the October 7, 1948 meeting of the 
Illinois Psychiatric Society. 


and foibles seen against the back drop of 
present day competitive civilization. He 
worked hard and ungrudgingly, with inade- 
quate monetary compensation, wearing him- 
self out prematurely in this service of man 
beyond the call of ordinary duty. 

He received his general schooling in the 
public schools of St. Louis and in Washington 
University of St. Louis. He came to Chicago 
to study at the Chicago College of Medicine 
and Surgery (which later became the School 
of Medicine of Loyola University), from 
which: he was graduated in 1916. In 1917 he 
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became a staff physician at the Chicago 
State Hospital, where he served until 1923, 
interrupted by service as a First Lieutenant 
in the U. S. Army during World War I. While 
in the State Hospital service he had ample 
clinical familiarity with psychoses, develop- 
ing a diagnostic acumen which in later years 
was almost uncanny and largely intuitive, 
in settings requiring brief, screening exam- 
inations of supposedly mentally ill individ- 
uals. This fundamental background of state 
hospital experience convinced him of the 
soundness of dealing with mental illnesses 
within the framework of the best nosological 
grouping then available, or the Kraepelinian 
classification; and although he was always 
intrigued by psychological motivations in 
mental illness beyond purely descriptive and 
nosological considerations and had a keen 
appreciation of psychological dynamisms, he 
kept his feet on the ground, becoming a sort 
of reformed Kraepelinian psychiatrist, or an 
eclectic with psychobiological leanings. He 
was no therapeutic nihilist. He established 
the value of psychiatric supervision (a form 
of psychiatric splinting as he called it) in 
the treatment of petty offenders caught in 
the toils of the poor man’s court, and dem- 
onstrated the efficacy of preventive psy- 
chiatry in the courts. In his private practice 
he often went to great lengths in a very 
practical way to help his patients, even 
manipulating their environment where this 
might be of help, not only through the use 
of existing social agencies, but by such action 
as personally securing more suitable living 
quarters for patients during the present 
housing shortage. 

Early in his career he became acquainted 
with the late Dr. Peter Bassoe; he learned 
much from that kindly and scholarly leader 
and pioneer in neuropsychiatry in the middle 
west, and wrote a touching memorial tribute 
to his distinguished teacher published in the 
March 1946 number of Diseases of the Nerv- 
ous System. 

Dr. Rotman’s crowning achievement was 
the development and expansion of the Psy- 
chiatric Institute of the Municipal Court of 
Chicago. This institution had its inception 
in 1914 under Judge Olson, first Chief Justice, 
as the Psychopathic Laboratory of the Muni- 
cipal Court. A change in policy was begun by 
Dr. Meyer Solomon, who succeeded Dr. Hick- 
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son as director in 1929. Dr. Rotman was ap- 
pointed as assistant to Dr. Solomon, ang 
when the latter resigned in 1931, became 
the director. In 1932, the laboratory ceased 
to be part of the Health Department ang 
became an integral part of the court system 
when at Dr. Rotman’s request the name of 
the laboratory was changed to the Psychiatric 
Institute. As the new director phrased it, 
“by the adoption of the term Psychiatric, it 
was felt that the fancied stigma attacheg 
to being examined in the laboratory woulda 
be, in some degree, mitigated. One need not 
be necessarily insane or feebleminded to be 
brought to the attention of the laboratory, 
one need only be under mental stress and 
strain and be a litigant in the court system 
to undergo such an examination. Thus the 
prophylactic phase of the Institute’s work 
receives much emphasis.” 

In the lean years of the depression, Dr. 
Rotman worked and struggled more or less 
alone, every year beset by recurring threat 
of extinction of the laboratory by failure of 
allotment of funds for its support and con- 
tinuance. In this struggle he gradually en- 
listed the aid of various social and civic 
betterment agencies in the community. Under 
the influence of his hard work and unshaken 
faith the Psychiatric Institute has expanded 
from a skeleton personnel of one psychiatrist, 
a psychologist, a social service worker, and 
a clerk to a force at the time of his death 
of 21 persons, including 6 psychiatrists. The 
annual case load of the Institute increased 
from about 1400 in 1931 to about 3600 in 1947. 

Under Dr. Rotman’s guidance the functions 
of the Psychiatric Institute of the Municipal 
Court of Chicago have expanded considerably 
beyond the primary function of this labora- 
tory to serve as an agency for the certifica- 
tion of mentally ill patients to the Psycho- 
pathic Hospital or for the commitment of 
delinquent feebleminded individuals. This 
Institute is now serving in a wide advisory 
capacity to the judges, acting preventively 
in incipient or borderline mental illness with 
antisocial implications, in recommending 
psychiatric therapy; contributing research 
studies on the relation of various forms of 
mental illness to specific types of antisocial 
offenses, and serving as a psychiatric train- 
ing center, especially for veteran residents. 
Dr. Rotman did not live to see the fulfillment 
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of one of his objectives, the opening of a 
pranch of the Psychiatric Institute in the 
House of Correction, which was formally 
dedicated on September 23, 1948 as the David 
B. Rotman Research Laboratory of the Psy- 
chiatric Institute of the Municipal Court of 
Chicago. 

Dr. Rotman became a member of the fac- 
ulty of Rush Medical College of the University 
of Chicago in 1923, and served as attending 
psychiatrist to the Central Free Dispensary. 
His devotion to this out-patient clinic was 
unswerving; here he established a psychiatric 
supervision clinic attended by patients who 
had been referred to the Psychiatric Institute. 
When Rush Medical College was merged with 
the University of Illinois, Dr. Rotman con- 
tinued in his teaching capacity at the Uni- 
versity where in 1947 he became full Clinical 
Professor of Psychiatry. 

He took an energetic part in the activities 
of social and civic agencies related to his 
psychiatric efforts on behalf of the poor man 
who was bewildered, frustrated or had be- 
come mentally ill before the juggernaut of 
modern urban civilization. For years, Dr. 
Rotman was a member of the Board of Direc- 
tors of the Illinois Society for Mental Hy- 
giene; a member of the Board of Directors 
and Executive Committee of the Juvenile 
Protective Association; a member of the 
Advisory Committee to the Board of Public 
Welfare Commissioners of the State of Illinois 
concerning penal institutions; member of 
Medical Advisory Board No. 39, Selective Ser- 
vice System, during World War II; member 
of the Advisory Group on Safety of the Illinois 
Post-War Planning Commission; member of 
the Board of Directors of the Chicago Com- 
mittee on Alcoholism. He was a member of 
the founding group for the establishment of 
Portal House, a unique institution in Chicago 
for the treatment of alcoholics which func- 
tioned about a year with public funds and 
since has been reorganized under new aus- 
pices. His wide experience with, and great 
understanding of, the problem of alcoholism 
was reflected in his article, “Alcoholism, a 
Social Disease,” published in the J.A.M.A. in 
the issue of March 10, 1945. 

Dr. Rotman was the author of about a 
dozen published articles and papers. He had 
written a textbook of psychiatry specially 
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intended for use of social workers, based on 
a series of lectures sponsored by the Illinois 
Society for Mental Hygiene in 1935, which, 
unfortunately, has never been completed for 
publication. He wrote poetry for his children, 
usually on Sunday mornings. Throughout his 
poems one finds his strong feeling of kinship 
with and compassion for the common man, 
particularly the unfortunate and down- 
trodden. I quote excerpts from his poem, 
Winter: 


Winter, hoary 

Who can hope to match the glory 
Of your first snow? 

That iridescent glow 

Divine in its whiteness 

Infinite in its brightness. 


But you who are so kind to the inert soil 

How cruel you are to those who profitless toil 

That endless caravan of the outcasts of men 

The crippled, the maimed, the orphaned, all 
of that ken 

Tis the bread-line you bring to them you know 

Mingling the blood and the grime of the fallen 
with your snow. 


Dr. Rotman was a fellow of the American 
Medical Association, a member of the Ameri- 
can Psychiatric Association, of the Chicago 
Neurological Society (past Vice-President), 
the Illinois Psychiatric Society, the Chicago 
Academy of Criminology (past President), 
and a member of the Committee on Forensic 
Psychiatry of the Group for the Advancement 
of Psychiatry. He served as program chairman 
of the Illinois Psychiatric Society for two 
years (1946-48), rendering yeoman service, 
being responsible for a wide range of topics 
and the appearance of distinguished essayists 
(within and outside the ranks of the society) 
on its programs. He was elected president 
of the society in May of 1948. 

David Rotman married Reia Ratner, a 
graduate of the Cook County School of Nurs- 
ing, on September 5, 1917. He was a devoted 
husband and father. He is survived by two 
daughters, Miriam, a psychologist, the wife 
of Dr. Lawrence Holden, a young neuro- 
surgeon; Georgine, a doctor of medicine, 
married to Dr. Jerome Kavka, a young neuro- 
psychiatrist; a son Daniel, a high school 
student; and by two grandchildren. 

Those of us who knew Dr. Rotman will 
miss him deeply. 
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Neurological Clinical Pathological Conference 
OF THE CINCINNATI GENERAL HOSPITAL 


CHARLES D. ARING, M.D., Editor 


Case No. 153605 


Presentation 


A 63-year-old, white man, a former bar- 
tender, was admitted to this hospital on 
August 9, 1947, for the seventh time since 
1941, on each occasion because of repeated 
convulsions. Information obtained from his 
wife, who had known him since 1934 and 
whom he had married in 1942, indicated 
that he had had convulsive seizures since 
1938. Each time he entered the hospital, he 
was either in post-convulsive stupor or status 
epilepticus, the latter halted by intravenous 
administration of paraldehyde. The seizures 
were described usually as being generalized 
in nature and without aura, but on more 
occasions than not they began in the left 
extremities or were more severe on that side. 

In 1941 he was studied at a private hos- 
pital where an electroencephalogram showed 
dilatation of the entire ventricular system. 
He had taken 3 and later 4 capsules of 0.1 
gram dilantin daily since late 1941; in 1945 
this was reinforced with 0.1 gram pheno- 
barbital daily. During the many admissions 
to the Cincinnati General Hospital, roent- 
genographic, electroencephalographic, cere- 
brospinal fluid, blood and urine studies re- 
vealed no abnormalities. Physical examina- 
tions revealed arteriosclerosis in the peri- 
pheral vessels and in the retina; in periods 
when he was free from seizures there were no 
neurological signs. Blood pressure readings 
had ranged as high as 190/100 in relation 
to the convulsions; on most occasions it was 
within normal limits. 

Since 1944 he had been followed in the 
neurological outpatient clinic. At no time 
was satisfactory control of his convulsive 
seizures attained, and during the last two 
years he had shown progressive memory de- 
fects as his seizures had become more fre- 
quent and severe. It was thought at times 
that perhaps he did not take his medicine 
and that he might be drinking sporadically. 

The past history did not contribute to an 
understanding of his illness. He was said to 
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have consumed large amounts of alcohol 
while working as a bartender but had ceased 
smoking and drinking around 1926. He haq 
not been employed since 1944. 

At the time of the last admission on August 
9, 1947 he was having continuous clonic 
movements of the face and left limbs, anq 
to a lesser degree of the right arm; his tongue 
and lips were lacerated, he failed to respond 
to various stimuli, his pupils were dilate 
and did not react to light, none of the deep 
reflexes were elicitable, and bilateral exten- 
sor plantar responses were elicited. 

He continued to have mild clonic move- 
ments for approximately seven hours after 
which he remained profoundly comatose, the 
coma perhaps abetted by sedative drugs. Two 
days later he developed a fever of 104 de- 
grees F. and showed signs of early consolida- 
tion of the left lower lobe of the lung. This 
infection responded fairly well to penicillin, 
and by August 14, he would move slightly 
with noxious stimuli. However, within a few 
days he again became deeply comatose but 
showed no focal neurological signs. The deep 
reflexes were normal, and the plantar re- 
sponses, flexor. 

Following ventriculography on August 20, 
he began to improve and by August 25 he 
had become oriented. Later that day he de- 
veloped continuous clonic movements of the 
left extremities with deviation of the head 
and eyes. On September 9 he again developed 
similar movements which reoccurred inter- 
mittently throughout the remainder of his 
life and which were more difficult to in- 
fluence even with intravenous medication. 

Examination on September 12 revealed the 
right pupil to be slightly larger than the 
left, neither reacting well to light. By this 
time there was loss of muscle bulk rather 
generally in the extremities. Jacksonian sta- 
tus epilepticus involved the left extremities. 
These seizures which constantly recurred, 
began with flexion of the left forearm on 
the arm followed quickly by movement of 
the left second toe toward the midline, then 
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adduction of the left thigh and finally ab- 
duction of the left fingers. Twitching repeti- 
tion of these movements then occurred at 
the rate of about one per second, an entire 
cycle lasting about 2 or 3 minutes, the fit 
attenuating gradually until the left limbs 
were flaccid. Intervals between attacks were 
approximately 30 to 60 seconds. These at- 
tacks recurred ceaslessly for about 3 weeks, 
except as they were, halted temporarily by 
the intravenous administration of paralde- 
hyde. The patient remained comatose. 


Despite heavy anti-convulsant medication, 
tube feeding, parenteral fluids and anti- 
piotics, he became progressively weaker. He 
developed large decubital ulceration, consoli- 
dation in both lungs and expired 71 days 
after admission to the hospital. 


At the time of admission to the hospital, 
the temperature was 102.4 degrees F, the 
pulse 104, the respiratory rate 48, and the 
blood pressure 156/92. Two days after admis- 
sion, the temperature spiked to 104.2 de- 
grees F, and the following day to 104 degrees; 
thereafter it vacillated between 99 and 100 
degrees, but on occasion spiked to 102 de- 
grees. The temperature was associated with 
analagous fluctuations of the pulse rate. The 
respirations remained normal after the fifth 
hospital day. 


Laboratory Data: On admission, the blood 
counts, hemoglobin determination, blood urea 
nitrogen and serological reactions were nor- 
mal as were the urine and stool analyses. 
The white blood count rose on one occasion 
to a high of 14,400. Roentgenographic exam- 
ination of the skull revealed no abnormali- 
ties. On August 14 a teleo-roentgenogram 
showed pneumonic infiltration of the left 
mid-lung field and re-examination on August 
19 showed clearing. On October 17 infiltrate 
was again visualized in the left lower lobe. 
Ventriculography on August 20 revealed 
grade 2 dilatation of both lateral ventricles 
and grade 1 dilatation of the third ventricle, 
without shift. A moderate amount of atrophy 
was present about both islands of Reil; there 
was slight enlargement of the frontal sub- 
arachnoid spaces and the basal cisterns 
Showed minimal dilatation. Seven analyses 
of the cerebrospinal fluid, two in 1944, two 
in 1945, one in 1946, and two in 1947 revealed 
no abnormality. 
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Di ferential Diagnosis 


Dr. Howard D. McIntyre: The first thing 
to be said concerning this case is that a 
diagnosis cannot be established with the 
evidence at hand. It is one thing to make a 
tentative diagnosis and quite another matter 
to establish it. The only positive features in 
this case are (1) mild symmetrical, cortical 
and cerebral atrophy without evidence of 
space -consuming lesion; (2) history of 
chronic alcohMolism; (3) evidence of arterio- 
sclerosis and (4) evidence of an irritative 
focus in the right frontal lobe. Other labora- 
tory and clinical data are not informative as 
far as neurological diagnosis is concerned. 

In this case we see the onset of repeated 
attacks of status epilepticus beginning at 
the age of fifty-four years with no history 
of a previous convulsion before that age. 
The type of convulsions observed are both 
focal and general, the focal attacks pre- 
dominating and originating in the right 
frontal lobe. With the march of a focal 
convulsion the patient loses consciousness 
when the convulsion proceeds to the opposite 
side. 

This case resolves itself into a discussion 
of the causes of status epilepticus. It is to 
be remembered that in the interim between 
attacks neurological examinations were al- 
ways normal. All of the neurological find- 
ings noted during the attack are common to 
any type of convulsion either spontaneous 
or induced by drugs or electricity. We do, 
however, possess a clue as to the focal point 
of origin which is probably in the right motor 
strip or perhaps in the second frontal con- 
volution on the right side. Air studies both 
by spinal and ventricular routes throw no 
light on the problem other than to exclude 
a space-consuming lesion of much size. 

I would like to bring forward cases which 
I have personally observed with status epilep- 
ticus of the focal and general type. 

The first case was a 40-year-old white 
man with generalized convulsions. It was 
only after study that it was found that the 
convulsion began with conjugate deviation 
of the head and eyes to the left, followed 
by involvement of both sides of the body. 
After four years of such attacks the patient 
developed focal status epilepticus, the at- 
tacks beginning with conjugate deviation of 
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the head and eyes to the left and involving 
the left arm. These occurred over a period 
of forty-eight hours, spaced about a minute 
apart. Exploratory craniotomy revealed a 
small mass of glial tissue in the second 
frontal convolution on the right side. The 
status was relieved by cortical excision and 
the patient had no attacks for ten years. 
Then the convulsions recurred and the pa- 
tient died in coma. The nature of the lesion 
was not determined. 

A 35-year-old white woman, had had a 
diagnosis of idiopathic epilepsy since the 
age of 6 years. The convulsions were fairly 
well controlled by large doses of bromide 
and barbiturates. An attempt was made to 
reduce the amount of medication and the 
patient developed status epilepticus which 
was controlled only by large doses of sodium 
phenobarbital, chloral per rectum, and chlor- 
oform inhalations. This case illustrates the 
care needed in changing or reducing medi- 
cation in patients with epilepsy. Such a pro- 
cedure may of itself throw the patient into 
status epilepticus. 

A child, aged 14 years, with evidence of 
some congenital cerebral arrest, later de- 
veloped Sydenham’s chorea. Probably he was 
thrown into status epilepticus by the fever 
treatment of the chorea. 

A white male, aged 35 years, developed a 
right frontal lobe abscess after frontal sinus 
operation. The abscess was_ successfully 
drained. One year later the patient developed 
status epilepticus which could not be con- 
trolled by anticonvulsant drugs or chloro- 
form. A second exploratory craniotomy re- 
vealed localized cystic arachnoiditis and scar 
formation, and the patient eventually died 
in status epilepticus. 

A group of cases for consideration in this 
regard are those with central nervous system 
lues, who develop status epilepticus. In the 
days before fever therapy, it was common 
to see many patients with paresis develop 
status epilepticus in the large hospitals for 
the insane. Sometimes the attacks were fatal, 
at other times the patient recovered spon- 
taneously and temporarily. While it is pos- 
sible to have central nervous system lues 
with negative blood and cerebrospinal fluid 
serological reactions, in this particular case 
there is no history of lues and numerous 
blood and cerebrospinal fluid Wassermann 
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tests were negative. 

Another consideration in differentig] diag. 
nosis is the status epilepticus observeg in 
chronic alcoholism. In this case under dis- 
cussion there is a long history of chronic 
alcoholism which could be associated with 
cortical atrophy and local scarring. 

Arteriosclerosis of the brain with atrophy 
and local scarring could conceivably produce 
the soil for status epilepticus, however, in my 
personal experience I cannot recall having 
seen a patient with cerebral arteriosclerosis 
who developed status epilepticus. If a Patient 
with cerebral arteriosclerosis developed 
thrombosis with scar formation, it is cop- 
ceivable that status epilepticus could result, 

Alzheimer’s disease is associated with con- 
vulsions and occasionally with status epilep- 
ticus of a fatal character. The diffuse sym- 
metrical atrophy observed in this case could 
fit a diagnosis of Alzheimer’s disease. The 
age of the patient would also be compatible 
with this diagnosis. I have seen a case of 
Pick’s disease develop status epilepticus, how- 
ever, such patients usually show focal rather 
than generalized atrophy in the air studies, 

Brain trauma must be considered in the 
differential diagnosis. Two factors in this case 
are against such a diagnosis. First there is no 
history of trauma, and there is no focal 
atrophy such as is seen with the aid of the air 
injection in patients who have had cerebral 
trauma. In this case we do not see wander- 
ing of the ventricle toward the point of in- 
jury as has been described by Penfield. 

It should be noted that this patient had 
a normal electroencephalogram. The un- 
initiated tend to place too much stress on 
the electroencephalogram; it may be normal 
in the interseizure period. 

One should also comment on the progres- 
sive mental deterioration which occurred. 
The cause of the mental deterioration is 
somewhat difficult to know. It could be due 
to the frequent recurrence of convulsions 
over the years or it could be the result of 
the underlying brain disease, whatever it 
may be. 

To recapitulate as far as differential diag- 
nosis is concerned, let us see what may be 
discarded as a cause of convulsions in this 
particular case. Diffuse gliosis with focal 
areas of gliosis in the right motor cortex is 
a diagnosis which cannot be disregarded in 
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this case. 
Idiopathic epilepsy can be excluded be- 


cause of the age of the patient at the onset 
of convulsions (54 years) and the lack of 
nistory of convulsions in earlier life. Con- 
genital brain defect can be excluded with the 
aid of the history. Brain abscess with scar 
formation can also be excluded on the 
ground of the history. 

Central nervous system lues is a possible 
diagnosis in spite of the negative serologic 
reactions. Chronic alcoholism is a possibility. 
The history of alcoholism is one of the few 
positive clinical features of this patient. 

Arteriosclerosis is a possible diagnosis al- 
though we lack the history of a sudden on- 
set of stroke. However, the presence of arte- 
riosclerosis is again one of the few positive 
clinical factors in the case. 

Alzheimer’s disease is a possible diagnosis. 
The age of onset fits and the slow mental 
deterioration could possibly be due to Alze- 
heimer’s disease. Pick’s disease, I think, can 
be excluded because of lack of focal cortical 
atrophy in the air studies. 

Trauma can be excluded because of the 
clinical history. Again, the air injection in 
trauma usually shows more focal changes 
than are observed in this case. 

After recapitulation we have the following 
diagnosis remaining—tumor, which if that 
it be is probably a glial tumor. I have seen 
small meningiomas which produce status 
epilepticus, however over nine years a men- 
ingioma would be expected to have grown to 
the size of a space-consuming lesion. Central 
nervous system lues remains a possible but 





FIGURE 1: Destruction of the grey matter of a 
gyrus of the cerebral cortex. The superficial 
layers are partially preserved, the deeper layers 
totally destroyed and replaced by strands of 
mesodermal tissue and a few gitter cells. 


Nervous SysTEM 


unlikely diagnosis. Arteriosclerosis is a pos- 


sible diagnosis but I would exclude it because 
of the lack of focal atrophy. Chronic alco- 
holism is a possible diagnosis as is Alze- 


heimer’s disease. If I were to commit myself 
to one diagnosis I would choose diffuse 
gliosis. If this be correct it is a lucky guess 
because the diagnosis cannot be established 
from the data presented in this case. 


Discussion of Pathology 
Dr. I. Mark Scheinker: The gross exam- 


ination of the brain revealed diffuse thick- 


ening of the leptomeninges and irregularity 


of the cortical pattern with numerous small 


foci of cortical atrophy. The major blood 
vessels at the base of the brain showed far 
advanced sclerotic changes. 

Sections through the cerebral hemispheres 
disclosed markedly dilated lateral ventricles. 
There were numerous foci of old and recent 
stripe-like areas of softening throughout the 
cortical grey matter, basal ganglia and the 
centrum semiovale. The basal ganglia dis- 
played a cribiform appearance as a result 
of a large number of cystic cavities dissem- 
inated throughout the putamen and caudate 
nucleus bilaterally. 

The microscopic examination of sections 
taken from various regions of both hemis- 
pheres disclosed a large number of focal 
areas of softening and gliosis predominantly 
in the cortical grey substance. The great 
majority of these small lesions were old; the 
nervous parenchyma was completely de- 
stroyed and was replaced by gitter cells or 
by glial scar formation (Figure 1). In some 
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FIGURE 2: Obliterative cerebral arteriosclerosis. 
Note the tremendous intimal proliferation which 
narrows the lumen. Hyalinization or atheroma- 
tous plaque formation are not seen. 
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portions of the grey matter the small foci 
of softening were sO numerous as to give 
the cortex a mottled appearance. 

The small cortical blood vessels showed 
the following changes: The intima appeared 
extremely thickened with proliferative and 
necrobiotic alterations (Figure 2). The cells 
of the subendothelial part of the intima 
showed necrosis and were replaced by a dense 
network of connective tissue fibrils. The pro- 
liferative changes of the intima resulted in 
considerable narrowing or complete obli- 
teration of the vessel lumen. Degenerative 
changes such as hyalinization of the intima 
or atheromatous plaque formation were not 
observed. The vascular lesions thus corres- 
ponded to those described as obliterative 
cerebral arteriosclerosis. 

In sections taken from the white matter 
there were the vascular lesions which have 
been observed previously in cases of epilepsy, 
numerous distended veins in which there 
was congestion and stasis. Some of the veins 
were surrounded by small numbers of extra- 
vasated red blood cells. The nervous tissue 
between the distended veins appeared com- 
pressed but otherwise not remarkably al- 
tered. 

It seems proper to conclude that the num- 
erous small foci of glial scarring dissem- 
inated throughout the cortical grey matter 
were probably responsible for the various 
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forms of epileptic seizures dominating the 
clinical course of the case under discussion. 
It would be interesting to Know if the oecy,. 
rence of epileptic seizures is more frequent 
in cases of obliterative cerebral arterioscle. 
rosis in which there is a predilection for the 
cortical grey matter than in other forms of 
arteriosclerosis. 


Clinical Diagnosis 


Status epilepticus of the Jacksonian type. 

Diffuse cerebral atrophy due to arterio. 
sclerosis. 

Bronchopneumonia. 


Dr. McIntyre’s Diagnosis 


Diffuse gliosis of the brain of undeterm. 
ined origin. 


Anatomical Diagnosis 


Obliterative cerebral arteriosclerosis. 
Acute purulent bronchitis. 

Lobular pneumonia. 

Generalized arteriosclerosis. 


Editor’s Note: These conferences are conducted 
under the direction of Charles D. Aring, MD, 
Professor of Neurology, assisted by I. Mark 
Scheinker, M.D., Assistant Professor of Neuro- 
pathology, and Howard Krouse, M.D., Assistant in 
Neurology, University of Cincinnati College of 
Medicine. 
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RESIDENCY TRAINING PROGRAM INAUGURATED 


An additional residency training program for 
physicians desiring to train in neurology under 
the Veterans Administration has been organized 
by the Philadelphia Deans Committee. This res- 
idency covers a period of three years or less, 
depending upon the previous experience of an 
applicant, and is designed to prepare residents 
for certification in neurology for the American 
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Board of Psychiatry and Neurology. The program 
includes rotation through the Veterans Adminis- 
tration Hospital, Coatesville, Pennsylvania, Vet- 
erans Administration Regional Office, Philadel- 
phia, Pennsylvania, and the Philadelphia General 
Hospital. Applications should be sent to the 
Manager, Veterans Administration Hospital, 
Coatesville, Pennsylvania. 
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